A 36-year-old man with chronic dysphagia secondary to achalasia (dysphagia grade 3) was referred for biodegradable stent placement after failed endoscopic management (high-pressure pneumatic balloon dilation, Rigiflex ® [Microvasive Endoscopy, Boston Scientific, Natick, Massachusetts], 30 mm, 20 psi). He had declined surgical management. Endoscopy was performed and a 10-cm biodegradable stent (BD ELLA ® , Ella-CS, Hradec Králové, Czech Republic) was placed across the gastroesophageal junction (• " Fig. 1) . The patient was able to tolerate a soft diet post procedure (dysphagia grade 1) with a sustained clinical response to week 8. He then developed severe dysphagia and was soon unable to tolerate a liquid diet (dysphagia score 4). He presented with regurgitation, moderate weight loss, and pre-renal failure. Endoscopic examination revealed near-complete "in stent-stenosis" due to severe hyperplastic tissue ingrowth and stent collapse (• " Fig. 2 ). Celestin dilation (54 Fr) was initially performed but only gave minimal temporary relief. Surgical resection was considered. High-pressure balloon dilation (Rigiflex ® 35 mm, inflation pressure 60 psi) was performed over a guide wire through the stenotic segment under fluoroscopic guidance (• " Fig. 3 ). The gastroscope passed easily into the stomach after dilation and the patient's dysphagia resolved immediately. Excellent symptom response has been sustained for over 8 months (no dysphagia). Patient outcomes after placement of selfexpanding metal stents (SEMS) and selfexpanding plastic stents (SEPS) for benign esophageal strictures are disappointing due to notable stent-related complications, including hyperplastic tissue ingrowth (SEMS) [1] and stent migration (SEPS) [2] . Novel self-expanding biodegradeable stents are an alternative and may benefit patients with benign esophageal strictures and achalasia, and have the potential to become primary therapy, replacing other stent types and balloon dilation [3, 4] .
Biodegradable stents are thought to degrade within 8 -10 weeks, thus preventing long-term tissue reaction and stenosis. However, hyperplastic tissue reaction occurs in conjunction with biodegradable stent degradation and the severity of the tissue response and the time to complete stent degradation, both important factors when considering patients for placement of a biodegradable stent, are not documented. Hyperplastic tissue ingrowth occurs in up to 50 % of SEMS placed for benign esophageal strictures [1] . While this tissue reaction is expected for biodegradable stents [5, 6] , ours is the first report of significant post-stent dysphagia due to stenosis. The early stent biodegradation should eliminate hyperplastic in-stent stenosis and the need for subsequent therapy. It is not clear what proportion of patients will suffer severe hyperplastic tissue reactions to cause early biodegradable stent stenosis. Nor is it clear whether there is a subset of patients with esophageal stenoses who may be at higher risk of such avid hyperplastic tissue response (e. g. achalasia). There have been anecdotal reports from Europe of similar reactions in achalasia, however no documentation in the literature. Management guidelines for severe biodegradable stent-related complications are required if we are to place these devices. A severe biodegradable stent stenosis that causes near-complete dysphagia mandates immediate action such as dilation, local steroid injection or further stenting. There are no recommendations to guide what endoscopic approach is best. We propose that high-pressure achalasia balloon dilation can be used to dilate biodegradable stent-stenosis. Dysphagia may be completely resolved and sustained by using this approach. 
Competing interests: None

